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The case was shown for confirmation as to the nature of the condition though it is probable that the condition remains one of simple cystic disease. The appearances might also suggest that the condition was a myeloma. At the meeting it was pointed out that the age of patient was against the diagnosis of myeloma and in favour of a loculated cystic condition.
The treatment advised by several members was exploration of the area with, probably, scraping out the abnormal tissue and packing the cavity with bone chips.
Typhoid Osteitis of the Long Bones.-E. T. BAILEY, F.R.C.S.
A. S., merchant seaman, aged 20. 31.10.45: While serving in Hospital Carrier running between Southampton and Ostend he contracted severe typhoid fever with positive Widal reaction and positive culture typhoid bacilli in the blood and faeces.
Gradual recovery followed, but, whilst still convalescing five months later, he developed nodes on both tibie, right fibula and left radius and ulna. These caused general bone aching and local tenderness. He was treated conservatively for the first three months by physiotherapy and local applications without improvement, until definite subperiosteal abscesses formed, for which local aspiration with penicillin replacement was carried out and combined with systemic penicillin. Culture of aspirated pus was sterile, but the condition progressed.
25.6.46: The affected areas of the left tibia and left radius were excised and the area of the right fibula curetted. Operation findings showed small, clean-cut cavities containing gelatinous material enclosed in dense sclerotic bone. Following the operation, subsequent progress was uneventful apart from some delayed skin healing at site of previous abscess formation. Bone symptoms were completely relieved.
Histological report of bone and adjacent tissue excised at operation: Chronic purulent inflammation including some large cells of "typhoid" type in fragments of fibrous tissue with a few trabecule of new bone formation in two specimens.
All blood tests, including blood-count, W.R., Kahn, G.F.T. and agglutination tests were normal. B.S.R.: Fall in one hour 5 mm. The characteristic features of the case were the selection of the cortex for the site of bone infection, the chronicity with bone sclerosis and failure to respond to conservative measures. This case is a good example of, the effect of intra-articular injection of the hipjoint.
Osteo-arthritis
A few months ago at a meeting of the Section on the surgery of the hip-joint, Grant Waugh described his results in some twenty-five cases. I should like here to pay my tribute to his originality and to express my thanks to him for having been the initiator of such an exceedingly helpful method of treatment. Grant Waugh uses a solution of procaine and lactic acid. At the Charterhouse Rheumatism Clinic we have substituted for this two preparations of acid-buffered salts: acid potassium phosphate (A.P.P.) and acid magnesium phosphate (A.M.P.). Whether procaine is added or not the effect is the same but it does delay reaction so that out-patients can get home in comfort. A.P.P. is less drastic, can be given in larger amounts, being much less liable to provoke reaction, but its effect is less prolonged. The first dose is 20 c.c. of A.P.P. followed a fortnight later, if no reaction, by 10 c.c. of A.M.P.1 Thereafter A.M.P. can be repeated at about 1Both preparations are put up by Messrs. Allen and Hanburys in 100 c.c. rubber-capped bottles with 0-5 % phenol, ready for use.
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Section of Orthopedics 487 monthly intervals according to the amelioration of symptoms and tendency to relapse. After six doses the patient is instructed to return for an injection when required.
The joint can be injected from the side, from the back, or from the front. Of these the anterior approach seems to be the easiest, the least painful and also the more certain. The surface marking which was drawn on the thigh of the case shown is simple in the extreme. The femoral artery is marked on a line joining the symphysis pubis with the upper edge of the great trochanter. The needle is inserted vertically on this line an inch or so outside the artery. A local anasthetic is not really necessary but the use of a fine procaine needle as a probe to test the thickness of the capsule of the joint, and whether the point meets with bone, cartilage or tender synovial membrane, is a help.
When bone is encountered the injection can still be given provided that the needle has a sufficiently short bevel to drive the solution in between the closely apposed layers of the synovial membrane.
In a small proportion of cases, fluid is present in the joint so that it is as well to try aspirating with' an empty syringe before attaching the syringe containing the solution.
Grant Waugh advises infiltrating the tissues in the neighbourhood of the joint. I do not do this intentionally, though the effect seems to be quite satisfactory as long as the point of the needle is inside the capsule. No surgical accidents have occurred.
We have now carried out many hundreds of these intra-articular injections of the hip-joint at the Clinic and I can therefore speak with some confidence of their value. I cannot claim that these alone will arrest the progress of osteo-arthritis of the hip-joint, because all cases are given vaccine therapy as a routine. In addition, special exercises are given for stretching the adductors of the thigh, counteracting flexion and eversion deformities and strengthening atrophied muscles.
Over the last twenty-five years comparative skiagrams have demonstrated arrest of the disease process in a high proportion of cases, but since the introduction of acid phosphate injections, some joints seem positively to have improved as in the case of the patient shown to the meeting.
[Lantern slides were put on the screen, and skiagrams shown of a joint injected with a contrast medium.]
Osteoid-Osteoma of Upper End of Ulna.-D. WAINWRIGHT, F.R.C.S.Ed.
Early in February 1944, Jessie E., an unmarried girl of 18, employed in a pottery, was referred with a history of pain and increasing stiffness of the left elbow, which she first noticed fourteen months previously. She had been treated as a case of monarticular arthritis, with myocrysin, following an X-ray examination in April 1943 which did not show any bone abnormality.
She was complaining of intermittent pain in the left elbow-joint, which had been gradually getting worse and which troubled her at night and was aggravated by use of the joint. There was no history of injury. Examination revealed an appreciable thickening of the upper end of the ulna with some tenderness on deep pressure; no local redness or heat. Movements of the elbow-joint were limited to about 45 degrees of extension and 30 degrees of flexion. W.R. was negative. B.S.R. 4 mm. in first hour. Blood-count normal. X-rays: Considerable thickening and sclerosis of the upper end of the ulna with a well-defined lesion involving the articular surface, showing considerable mottled calcification and surrounded by a faint translucent line of demarcation.
The possibility of this being an example of an osteoid-osteoma was considered, but the tumour-if such it was-appeared to be very inaccessible, and she was
